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The use of physical intervention (PI) with people with intellectual disabilities continues to cause concern. This study sought to clarify the frequency and circumstances of PI use and gather data on the characteristics of individuals subject to PI.
Method
Data on individuals subject to PI were gathered by postal questionnaire completed by service providers from three samples: people who (a) had attended a PI conference and/or purchased a PI policy document; (b) operated in a specific geographical area of England and (c) operated specialist assessment and treatment settings for children/adults with intellectual disabilities throughout the UK.
Results
Frequent PI use was reported. Restraint was most commonly reported - monthly or more frequently with most individuals. Overall, those receiving PI were more likely to be young, male, not legally restricted and identified as having an autistic spectrum disorder than those who did not receive PI.
Conclusions
The relatively frequent use of PI is consistent with routine rather than last resort use. Such use carries risk of physical and psychological damage. Service providers should systematically reduce the frequency of use of PI.





In intellectual disability services, when faced with vio​lent assaults, staff may resort to Physical Intervention (PI) with service users, usually in order to prevent children or adults from harming others (or themselves) through their aggression or self-injurious behaviour. PI may include physical restraint and other restrictive procedures such as the use of protective devices/mechanical restraint, seclusion and as required (PRN) medication. There has been limited research on the use of PI. In this study we sought to identify a large group of children/adults with intellectual disabilities subject to PI and investigate their characteristics and the circumstances of PI use.  

Studies of PI provide widely different estimates of its use. Most studies have been based almost entirely on samples of children or adults with challenging behaviour and have found rates for mechanical restraint between 1% (Emerson, 2002) and 22% (Pilling et al., 2007), for seclusion between 6% (Kiernan & Kiernan, 1994) and 68% (Emerson, 2002), for PRN between 1% (Emerson, 2002) and 40% (Robertson et al., 2005), and for physical restraint between 3% (Kiernan & Kiernan, 1994) and 100% (Jacobson & Ackerman, 1993). Such variation seems likely to relate both to the nature of the sample (e.g. frequency and severity of challenging behaviour displayed by participants) and the way in which use is counted. More detailed specification of frequency of use or specific techniques used is generally missing from these studies. The frequency categories are generally broad (e.g. “sometimes”, “over the preceding 6 months”) which might lead to imprecise measurement.  A small number of studies, however, have provided greater detail. For example, over a period of 6 months in a long stay hospital of 810 patients, Rangecroft et al. (1997) identified 286 incidents with 72 patients in which sedation and/or seclusion was used. The mean of just under 4 incidents per patient hid wide variation with six patients accounting for 36% of all incidents. Sturmey (1999), in an institutional population of 300 children and adults, identified two groups subject to restraint. The first group of 33 people were restrained an average of 4 times in 3 months (range 1-48) for a total of 45 minutes (range 2-1458 minutes). The second group of 11 people was subject to many hours of restraint daily, primarily to prevent self-injury. Finally, Baker & Bissmire (2000), in a group of 9 adults with challenging behaviour in residential care, found up to 70 incidents per month involving physical restraint. Individual data were not given but this would suggest an average of 7-8 instances of restraint per individual per month.

Many of the above studies have also considered the characteristics of people with intellectual disabilities that may be related to an increased likelihood of their being subject to PI. The most common finding has been that PI use, including physical restraint, seclusion and PRN,  is associated both with increased severity of challenging behaviour (Adams & Allen, 2001; Emerson, 2002; Robertson et al., 2005; Sturmey, 1999) and with particular types of challenging behaviour such as aggressive, destructive and self-injurious behaviour (Emerson, 2002; Jacobson & Ackerman, 1993; Rangecroft et al., 1997; Robertson et al., 2005; Sturmey et al., 2005). Physical restraint has also been found to be more common in younger adults (Emerson, 2002; Sturmey, 1999) and PRN more common in people with mental health problems (Emerson, 2002; Rangecroft et al., 1997). Investigations of the use of mechanical restraint have found it to be more commonly used with people displaying self-injurious behaviour (Emerson, 2002). 





Data were gathered on 268 individuals (termed ‘participants’ here) with whom physical interventions were reported to have been used. The data were provided by 100 respondents, who were staff of various kinds,, to a postal questionnaire that followed up a previous postal survey of staff training and policy frameworks surrounding the use of PI (Murphy et al., 2003). Respondents came originally from three samples previously described in Murphy et al. (2003). Respondents were service providers who had either (a) attended a PI conference and/or purchased a PI policy document; or (b) operated in a specific geographical area of England; or (c) operated specialist assessment and treatment settings for children/adults with intellectual disabilities throughout the UK. The largest proportion (37%) worked in residential services, with a further 30% from schools, 8% from day services and the remainder having a variety of peripatetic, management or consultancy roles. All sectors of provision were represented with 58% working for statutory services within Health, Social Services or Education, 22% working for private organisations and 18% working for non-profit organisations. The mean age of respondents was 41.3 years (range 22-58 years) and most had worked in intellectual disability services for many years (mean = 17.4 years, range 1-32 years). Sixty-six percent were female and 92% White. Respondents were relatively well qualiﬁed. On the whole more senior staff completed the questionnaire. Professional backgrounds were predominantly nursing (39%) and teaching (39%) with smaller proportions from Social Work (6%), Other (14%) and no professional background (2%).  

Measure
The questionnaire included 84 questions covering a range of topics including respondent details, PI practice and policy, use and acceptability of PI, staff characteristics and training, and characteristics of service users with whom PI was regularly used. The focus of the current paper is on the last of these topics. Respondents were asked to provide information on up to three participants “for whom physical interventions are regularly used”. For each participant information was requested on age, gender, nature of disability, Mental Health Act (MHA) and other legal status, types of challenging behaviour displayed from a list of 12 different topographies, use of PI with these behaviours, such as protective devices, PRN medication, seclusion, physical restraint and summary information on frequency of use of each of these four types of PI with the participant. Physical restraint was defined as “the restriction of a person’s movement retained against resistance”, protective devices as “the use of objects such as splints, straps or helmets to protect an individual” and seclusion as “the supervised confinement of an individual alone in a room which may be locked”. PRN was not defined. 

Procedure 
All those (N=341) who had responded to a previous postal survey concerning PI policy and training and who had indicated their willingness to complete a second questionnaire were sent a copy of the second questionnaire. Where no response was received after about one month to the initial request for completion of the questionnaire, a reminder letter was sent. If there was still no response, another copy of the questionnaire and covering letter were sent. If this also produced no response, the participant was coded as having made ‘no response’. One hundred and thirty five respondents (39.6%) returned a completed or partially completed questionnaire. One hundred of the 135 questionnaires contained information about 268 people with intellectual disabilities subject to PI. 





Table 1 shows that the majority of participants were children or young adults with the modal age range being 11-17 years. Over two thirds were male. Thirty-nine per cent were described as having autism with or without learning disability. The great majority were not under any legal restriction. 

Table 1 about here

Challenging behaviour and the use of PI

Table 2 shows the percentage of participants reported to display each of 12 topographies of challenging behaviour together with the percentages of those reported to be subject to each type of PI. The most commonly reported challenging behaviours were physical aggression (87%) and intense displays of emotion (79%). The least commonly reported challenging behaviours were antisocial behaviour (32%) and inappropriate sexual behaviour (30%). Protective devices were used rarely, most commonly with self injury (10%) and inappropriate personal habits (7%). PRN medication was a more common response, especially to physical aggression (33%) and self injury (23%). Seclusion was most commonly used with physical aggression (16%) and destructiveness (13%). Physical restraint was the most common response to most of the behaviours displayed especially physical aggression (74%), destructiveness (44%) and self injury (41%). 

Table 2 about here

PI and participant characteristics
Table 3 shows the proportion of participants who experienced each type of PI. Fifty-five per cent of participants were subject to more than one type of PI. Table 4 shows that protective devices were relatively often used on their own (12 out of 31 participants including 5 for whom daily use was reported). PRN medication and seclusion were more often used in combination with another type of PI, particularly restraint. Restraint was used often on its own as well as in combination with other types of PI. 

Tables 3 and 4 about here

In Table 5 percentages and frequencies of use are shown with respect to participant characteristics. For statistical analysis type of disability was collapsed into Learning Disability (no Autism) and Autism (with or without Learning Disability). Legal restriction categories were collapsed into a simple presence/absence. Service users under 18 years were less likely to be subject to PRN medication (4% vs 63%, χ2 =55.38, p<0.001, df=1) but more likely than older participants to be subject to the use of protective devices (24% vs 10%, χ2 =6.96, p<0.01, df=1), seclusion (59% vs 15%, χ2 =45.61, p<0.001, df=1) and restraint (100% vs 78%, χ2 =19.24, p<0.001, df=1). Ratings of the frequency of seclusion or restraint were higher for participants less than 18 years old than for older participants (Seclusion: 3.9 vs 3.0, Mann-Whitney U= 194.5, p<0.001; Restraint: 3.7 vs 3.0, Mann-Whitney U=3137.5, p<0.001). Physical restraint was more frequently used with males than females (88% vs 74%, χ2 = 8.14, p<0.01, df=1).  Participants with autism were more likely to be subject to seclusion than those without autism (36% vs 20%, χ2 =7.04, p<0.01, df=1). Those under an MHA or other legal restriction were subject more frequently to PRN medication (94% vs 42%, χ2 =30.45, p<0.001, df=1) and, when it was used, to more frequent use of PRN medication (3.4 vs 2.8, Mann-Whitney U=1060.50, p<0.001) but, when seclusion was used, it was used more frequently with those not subject to any legal restriction (3.6 vs 2.8, Mann-Whitney U=107.0, p<0.05).

Table 5 about here





This study sought to gather data on the characteristics of those individuals subject to different kinds of PI and to identify the frequency and circumstances of use of PI. People subject to PI were more likely to be young, male, not under any legal restriction and with a high probability of being identified as having an autistic spectrum disorder. The base rates of these characteristics in the population from which the sample was drawn are not known but they are very reminiscent of the characteristics found in epidemiological studies of challenging behaviour (Emerson, 2001). We found variations in this pattern of characteristics depending on the type of PI being used. Protective devices were more likely to be used with younger participants displaying self injury or inappropriate personal habits. Protective devices were often used without other forms of PI and there was a small sub-group of individuals for whom such devices were used on a daily basis (cf., Sturmey, 1999). PRN medication and seclusion were more likely to be used in combination with other forms of PI, especially restraint, with older participants in the case of PRN medication and younger in the case of seclusion. While PRN was more frequent with those under legal restriction, seclusion was more frequent with participants with ASD.  Restraint was used most frequently of all, both alone, or in combination with other types of PI, more commonly with younger, male participants. All three were most likely to be used in response to physically aggressive or destructive behaviour with restraint being by far the most common response (of the different types of PI) to these kinds of behaviours.

The study also provided clearer information than previously available on the frequency of use of the four types of PI. PI was frequently used with large numbers of participants. This is especially the case with restraint, which was used monthly or more frequently with 68% of the sample. PRN and seclusion were used at least monthly with 37% and 23%, respectively, of the sample. While protective devices are used with a relatively smaller number (12%) they are much more likely to be used on a daily basis (42% of those with whom used). Multiple use of different types of PI has not been previously investigated but was found to be surprisingly common with 55% of participants subject to two or more types of PI. The most frequent combinations were restraint with PRN and restraint with seclusion. Multiple use was more common where the participant displayed challenging behaviours such as physical aggression or destructive behaviour and where the individual was subject to legal restriction.

The limitations of the study should be acknowledged. While the sampling frames used should have produced representative data it is likely that respondents were not representative of the original samples. In particular, respondents may be more likely to use a higher frequency of PI than would be typical of non-respondents from the same samples. This would imply that the estimates of frequency of use should not be generalised to the rest of the sample. The self-report nature of the survey is also  a limitation .Self-report data may under-report frequency of use of PI due to social desirability response sets. Identification of relationships between PI use and participant characteristics are limited both by their correlational nature and by the list of characteristics included in the questionnaire. There are likely to be other participant,  respondent and setting characteristics which are significantly related to PI use.

Children and adults with intellectual disabilities who display severe challenging behaviour are at high risk of being subject to PI, especially the use of restraint (Emerson, 2002). Previous and current figures suggest that many of those presenting more severe aggressive, destructive or self-injurious behaviour will be subject to PI. This is not unexpected or necessarily of concern. Current guidance, for example, acknowledges that “there are occasions when the use of force is appropriate” (Department for Education and Skills/Department of Health, 2002, p.4).  The same guidance, however, has recommended that PIs only be used as “exceptional methods of management” (p.16) in situations where it is necessary to ensure the safety of either the service user or others. That is, PI should only be used as a last resort (Deveau & McGill, in press; Lyon & Pimor, 2004). The extent of use described in the current study is inconsistent with such a position. For example, 28% of the sample was subject to physical restraint on a daily or weekly basis (see Table 3). As noted in Table 4 about half of these people will also be subject to one or more of seclusion, PRN medication or mechanical restraint. These figures seem consistent, not with the last resort use of PI, but with its much more routine use in the management of challenging behaviour. Such use is problematic on three main grounds. First, the use of PI has a number of potentially damaging consequences including physical pain, injury and medical complications (Sturmey & Palen McGlynn, 2002), psychological sequelae (Sequeira & Halstead, 2001) and difficulties in maintaining good quality relationships between staff and service users (Child Welfare League of America, 2004) all of which are likely to occur more frequently the more regularly PI is used. Second, regular use may reflect insufficient use of proactive strategies for the prevention and reduction of challenging behaviour. Third, such use would appear to be in direct contravention of government guidance which, itself, was designed to clarify the circumstances under which the use of PI would be likely to be deemed legal. 






Adams, D. & Allen, D. (2001) Assessing the need for reactive behaviour management strategies in children with intellectual disability and severe challenging behaviour. Journal of Intellectual Disability Research 45, 335-343.Baker, P. & Bissmire, D. (2000) A pilot study of the use of physical intervention in the crisis management of people with intellectual disabilities who present challenging behaviour. Journal of Applied Research in Intellectual Disabilities 13, 38-45.Carr, E. G., Horner, R. H. & Turnbull, A. P. (1999) Positive Behavior Support for People with Developmental Disabilities: A Research Synthesis. American Association on Mental Retardation, Washington.Child Welfare League of America (2004) Achieving Better Outcomes for Children and Families: Reducing restraint and seclusion. Child Welfare League of America, Washington, DC.Department for Education and Skills/Department of Health (2002) Guidance on the Use of Restrictive Physical Interventions for Staff Working with Children and Adults who Display Extreme Behaviour in Association with Learning Disability and/or Autistic Spectrum Disorders. DfES/DoH, London.Deveau, R. & McGill, P. (in press) Physical interventions for adults with intellectual disabilities: survey of use, policy, training and monitoring. Journal of Applied Research in Intellectual Disabilities.Emerson, E. (2001, 2nd Ed.) Challenging  Behaviour: Analysis and Intervention in People with Severe Intellectual Disabilities. Cambridge University Press, Cambridge.Emerson, E. (2002) The prevalence of use of reactive management strategies in community-based services in the UK. In: Ethical approaches to physical interventions: Responding to challenging behaviour in people with intellectual disabilities (Eds D. Allen), pp. 15-28. BILD Publications, Kidderminster.Hanley, G. P., Iwata, B. A. & McCord, B. E. (2003) Functional analysis of problem behavior: A review. Journal of Applied Behavior Analysis 36, 147-185.Jacobson, J. W. & Ackerman, L. J. (1993) Who is treated using restrictive behavioral procedures? A population perspective. Research in Developmental Disabilities 14, 51-65.Kiernan, C. & Kiernan, D. (1994) Challenging behaviour in schools for pupils with severe learning difficulties. Mental Handicap Research 7, 177-201.Lyon, C. M. & Pimor, A. (2004) Physical Interventions and the Law: Legal issues arising from the use of physical interventions in supporting children, young people and adults with learning disabilities and severe challenging behaviour. British Institute of Learning Disabilities, Kidderminster.Murphy, G., Kelly-Pike, A., McGill, P., Jones, S. & Byatt, J. (2003) Physical interventions with people with intellectual disabilities: Staff training and policy frameworks. Journal of Applied Research in Intellectual Disabilities 16, 115-125.Pilling, N., McGill, P. & Cooper, V. (2007) Characteristics and experiences of children and young people with severe intellectual disabilities and challenging behaviour attending 52-week residential special schools. Journal of Intellectual Disability Research 51, 184-196.Rangecroft, M. E. H., Tyrer, S. P. & Berney, T. P. (1997) The use of seclusion and emergency medication in a hospital for people with learning disability. British Journal of Psychiatry 179, 273-277.Robertson, J., Emerson, E., Pinkney, L., Caesar, E., Felce, D., Meek, A., Carr, D., Lowe, K., Knapp, M. & Hallam, A. (2005) Treatment and management of challenging behaviours in congregate and noncongregate community-based supported accommodation. Journal of Intellectual Disability Research 49, 63-72.Sequeira, H. & Halstead, S. (2001) "Is it meant to hurt, is it?" Management of violence in women with developmental disabilities. Violence against Women 7, 462-476.Sturmey, P. (1999) Correlates of restraint use in an institutional population. Research in Developmental Disabilities 20, 339-346.Sturmey, P., Lott, J. D., Laud, R. & Matson, J. L. (2005) Correlates of restraint use in an institutional population: a replication. Journal of Intellectual Disability Research 49, 501-506.Sturmey, P. & Palen McGlynn, A. (2002) Restraint reduction. In: Ethical approaches to physical interventions: Responding to challenging behaviour in people with intellectual disabilities (Eds D. Allen), pp. 203-218. BILD Publications, Kidderminster.

Baker, P. & Bissmire, D. (2000) A pilot study of the use of physical intervention in the crisis management of people with intellectual disabilities who present challenging behaviour. Journal of Applied Research in Intellectual Disabilities 13, 38-45.

Carr, E. G., Horner, R. H. & Turnbull, A. P. (1999) Positive Behavior Support for People with Developmental Disabilities: A Research Synthesis. American Association on Mental Retardation, Washington.

Child Welfare League of America (2004) Achieving Better Outcomes for Children and Families: Reducing restraint and seclusion. Child Welfare League of America, Washington, DC.

Department for Education and Skills/Department of Health (2002) Guidance on the Use of Restrictive Physical Interventions for Staff Working with Children and Adults who Display Extreme Behaviour in Association with Learning Disability and/or Autistic Spectrum Disorders. DfES/DoH, London.

Deveau, R. & McGill, P. (in press) Physical interventions for adults with intellectual disabilities: survey of use, policy, training and monitoring. Journal of Applied Research in Intellectual Disabilities.

Emerson, E. (2001, 2nd Ed.) Challenging  Behaviour: Analysis and Intervention in People with Severe Intellectual Disabilities. Cambridge University Press, Cambridge.

Emerson, E. (2002) The prevalence of use of reactive management strategies in community-based services in the UK. In: Ethical approaches to physical interventions: Responding to challenging behaviour in people with intellectual disabilities (Eds D. Allen), pp. 15-28. BILD Publications, Kidderminster.

Hanley, G. P., Iwata, B. A. & McCord, B. E. (2003) Functional analysis of problem behavior: A review. Journal of Applied Behavior Analysis 36, 147-185.

Jacobson, J. W. & Ackerman, L. J. (1993) Who is treated using restrictive behavioral procedures? A population perspective. Research in Developmental Disabilities 14, 51-65.

Kiernan, C. & Kiernan, D. (1994) Challenging behaviour in schools for pupils with severe learning difficulties. Mental Handicap Research 7, 177-201.

Lyon, C. M. & Pimor, A. (2004) Physical Interventions and the Law: Legal issues arising from the use of physical interventions in supporting children, young people and adults with learning disabilities and severe challenging behaviour. British Institute of Learning Disabilities, Kidderminster.

Murphy, G., Kelly-Pike, A., McGill, P., Jones, S. & Byatt, J. (2003) Physical interventions with people with intellectual disabilities: Staff training and policy frameworks. Journal of Applied Research in Intellectual Disabilities 16, 115-125.

Pilling, N., McGill, P. & Cooper, V. (2007) Characteristics and experiences of children and young people with severe intellectual disabilities and challenging behaviour attending 52-week residential special schools. Journal of Intellectual Disability Research 51, 184-196.

Rangecroft, M. E. H., Tyrer, S. P. & Berney, T. P. (1997) The use of seclusion and emergency medication in a hospital for people with learning disability. British Journal of Psychiatry 179, 273-277.

Robertson, J., Emerson, E., Pinkney, L., Caesar, E., Felce, D., Meek, A., Carr, D., Lowe, K., Knapp, M. & Hallam, A. (2005) Treatment and management of challenging behaviours in congregate and noncongregate community-based supported accommodation. Journal of Intellectual Disability Research 49, 63-72.

Sequeira, H. & Halstead, S. (2001) "Is it meant to hurt, is it?" Management of violence in women with developmental disabilities. Violence against Women 7, 462-476.

Sturmey, P. (1999) Correlates of restraint use in an institutional population. Research in Developmental Disabilities 20, 339-346.

Sturmey, P., Lott, J. D., Laud, R. & Matson, J. L. (2005) Correlates of restraint use in an institutional population: a replication. Journal of Intellectual Disability Research 49, 501-506.







 Table 1 Participant characteristics (N=268)

Age (years)	Mean (SD)	27.0 (13.5)
	Range	4-73
	Below 18 years (%)	29%
	18 years and above (%)	71%
Gender (%)	Male	69%
	Female	31%
Type of disability (%)	Intellectual disability	46%
	Intellectual disability and Autism	28%
	Intellectual disability and Other	11%
	Autism without intellectual disability	11%
	Other	4%










Table 2 Behaviours displayed by participants and PI strategies used

Behaviour	Percentage displaying	Percentage (of those displaying the behaviour) sometimes requiring each type of PI for that particular behaviour*
		Protective devices	PRN	Seclusion	Physical restraint
Physical aggression (e.g. hair pulling, hitting)	87%	3%	33%	16%	74%
Self injury	57%	10%	23%	3%	41%
Destructiveness (of objects and furniture)	70%	4%	15%	13%	44%
Intense displays of emotion	79%	3%	12%	12%	16%
Wandering off	41%	3%	4%	3%	25%
Antisocial behaviour (e.g. lying, cheating)	32%	2%	4%	2%	9%
Inappropriate sexual behaviour (e.g. public masturbation)	30%	0%	3%	9%	8%
Inappropriate personal habits (e.g. stripping, eating inedible objects)	36%	7%	3%	4%	15%
Demands excessive attention (e.g. pestering, repetitive questioning)	60%	2%	4%	6%	5%
Repetitive behaviours (e.g. hand flapping, rocking)	46%	1%	0%	0%	2%
Over activity (e.g. constant pacing)	45%	1%	3%	5%	4%
Inappropriate vocalisations (e.g. loud moaning, screaming)	56%	0%	6%	9%	3%

* Figures on any row may add up to more than 100% since more than one type of PI may be employed with that particular behaviour. Figures on any row may add up to less than 100% since no PI may be employed with that particular behaviour. In the latter case PI will be employed with another of the participant’s behaviours.











Table 4 Reported use of multiple forms of PI (n=265)

	Combination 	Number of participants(Percentage)




Two forms of PI	Protective devices + PRN	2 (0.8%)
	Protective devices + Seclusion	1 (0.4%)
	Protective devices + Restraint	4 (1.5%)
	PRN + Seclusion	2 (0.8%)
	PRN + Restraint	84 (31.7%)
	Seclusion + Restraint	33 (12.5%)
Three forms of PI	Protective devices + PRN + Seclusion	0 (0.0%)
	Protective devices + PRN + Restraint	2 (0.8%)
	Protective devices + Seclusion + Restraint	9 (3.4%)
	PRN + Seclusion + Restraint	9 (3.4%)





Table 5 Participant characteristics and mean frequency of use of PI types 
		Protective devices	PRN	Seclusion	Physical restraint
		Percentage ever used with	Frequency of use in those used with 	Percentage ever used with	Frequency of use in those used with	Percentage ever used with	Frequency of use in those used with	Percentage ever used with	Frequency of use in those used with
Age	Below 18 years	24%	3.9	4%	4.0	59%	3.9	100%	3.7
	18 years and above	10%	3.9	63%	3.0	15%	3.0	78%	3.0
Gender	Female	20%	3.9	59%	3.0	27%	3.4	74%	3.2
	Male	10%	3.9	47%	3.0	26%	3.6	88%	3.3
Type of disability	Intellectual disability (no autism)	11%	3.8	55%	2.9	20%	3.3	81%	3.2
	Autism (with or without intellectual disability)	17%	4.0	44%	3.1	36%	3.7	90%	3.4
MHA Section or other legal restriction	No	14%	4.0	42%	2.8	28%	3.6	84%	3.2
	Yes	9%	3.7	94%	3.4	24%	2.8	85%	3.4

Note: Frequencies are on a 1-5 scale where 1=never, 2=yearly, 3=monthly, 4=weekly, 5=daily
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